INTRODUCTION
Skin cancer, mainly basal cell cancer (BCC), is a wellknown entity in the Australian continent 1 but its incidence is less in the Asian population than Caucasian. 2 Mohs micrographic surgery (MMS) is the standard treatment for facial skin cancer but it is limited to advanced centers only, and hence traditional excision is the preferred practice in other centers lacking this facility.
In the face, nose is most important unit which has finely demarcated boundaries and carries minimal skin mobility for defect closure. This anatomical variation needs utmost surgical expertise and MMS is the preferred modality for treatment of skin cancers of nose. Larger postoperative nasal defect needs local or distant flap cover. Our institute lacks frozen section facility, and hence all the cutaneous malignancies are treated by traditional surgical excision. We did a 5-year retrospective study in the two departments (Plastic and Reconstructive Surgery, ENT, Head and Neck Surgery) to know the results of traditional surgery and reconstruction in cutaneous cancers of nasal and surrounding areas. A total of 129 malignant lesions were excised from the face and head. BCC was excised with 5 to 10 mm, usually 10 mm of normal skin while squamous cell carcinoma (SCC) was excised with 15 to 20 mm, usually 20 mm of normal skin. Due to lack of frozen section biopsy facility, tumor free margins were confirmed by regular histopathology. All the defects were reconstructed during surgical excision. Patients were kept on minimum regular follow-up of 1 year.
METHODS

RESULTS
The study group comprised of 87 patients with slight male predilection (M:F ratio of 1.28:1). The mean age of presentation was 66 years and oldest patient was 97-yearold. Only 19 patients were conscious about the lesion and directly consulted a qualified doctor during initial symptoms, rest of 68 patients had some local topical herbal medication initially as they thought it to be a boil. The mean time of Introduction: Nose has anatomical variation from other facial units. Nasal skin surgery needs experience due to limited skin mobility for postsurgical defect. MMS is the preferred method for facial skin cancers but it is available in only few advanced centers of the country. We performed retrospective study to evaluate the results of traditional surgery and reconstruction in our hospital lacking frozen section facility.
presentation was 10 months and 79 patients were referred from peripheral health centers only. Only 16 patients were concerned about reconstructive outcome and seek referral to our center.
A total of 129 lesions were excised, and were BCC and SCC only (Table 1) . We did not have any other cutaneous cancers in the study group. BCC contributed 94 lesions (74%) while 33 lesions (26%) were SCC. The smallest lesion was about 1 × 1 cm and the largest was about 12 × 10 cm, covering whole of the left cheek and nose.
Thirty-one cases had cancer of nose and adjoining areas, contributing 36 lesions. In the nasal cutaneous cancers, eight postoperative defects were closed primarily. Full thickness skin grafts were used in 20 defects of nasal dorsum ( Table 2 , Figs 1 and 2 ). Median forehead, nasolabial, glabellar and bilobed flaps reconstructed six excised defects (Figs 3 to 5) . The pedicle radial forearm flap was used in a patient suffering with xeroderma pigmentosa (XP). There was no free flap reconstruction in any defect. 
Squamous cell
Basal cell carcinoma (7) carcinoma ( long history of sun exposure due to cold climate and they did not use sunscreen lotions. Since 1992, WHO has started INTERSUN project but it is still not implemented in India, and hence people living in higher altitude are not aware of risk of developing UV induced cancer. As prevalent in India, people in this state take local herbal medication before taking medical consultation first. In this study, we found that 68 patients thought cancer lesion as a boil and applied herbal medicine, and hence mean time of presentation was 10 months. The reason of this prevalence is multifactorial and includes residences in the far-flung areas with inability to attend multiple surgical procedures, illiteracy and lack of health awareness.
We perform traditional wide excision with reconstruction simultaneously as they belong to far-flung areas. Due to these reason, we perform wider resection for cutaneous cancer with 5 to 10 mm, usually 10 mm of normal skin for BCC and 15 to 20 mm, usually 20 mm of normal skin in SCC.
We found residual tumor in five excised specimens. Availability of limited free margins might lead to residual tumor in specimens otherwise MMS could have been better modality. Lang et al 9 reported residual tumor in 11% MMS excised specimen (5 out of 45 patients). They advocated for histopathological examination of fresh excised margins whenever high-risk patients undergo reconstruction after MMS. Jin et al 2 reported recurrence of 3.7% (3 out of 86 cases) with traditional excision of facial cutaneous cancers in Korea. They took 2 to 5 mm normal skin in BCC and 5 mm, usually 10 mm, in SCC. The tumor-free margins were confirmed on frozen section, and later on routine histopathology. A retrospective study was done in Singapore reported 84.9% success rate with traditional surgical excision. 10 In the present study, the results of traditional surgical excision were comparable to other reported results. Nasal cutaneous cancers need surgical reconstruction, and hence surgeons need experience in facial plastic and reconstructive surgery. Further, health awareness campaign is needed to avoid skin cancers especially in people living at higher altitude.
Tumor margins were found infiltrated with BCC in five excised specimens of nasal lesion, however, all SCC excised lesions had tumor-free margins. Except the patient of XP with recurrent BCC, there were two patients (one lesion each) with recurrences in the follow-up of 1 year. Recurrence was managed by repeat surgical excision with or without radiotherapy and had no relapse. As patient of XP has predilection for recurrent skin cancers, he was excluded from the recurrence patient data list.
DISCUSSION
Excessive exposure to sun and ultraviolet rays are the most important etiological factors in skin cancers. Each year, 2 to 3 million nonmelanoma skin cancers and 1,32,000 melanoma skin cancers occur globally. 3 Estimated new cases of nonmelanoma skin cancer in 2009 was 1 million in US 4 and 0.1 million in UK. 5, 6 The incidence of skin cancer in India is 1 to 1.8 per 1,00,000 population 7 and contribute about 1 to 2% in diagnosed cancers. 8 Cutaneous cancers of face pose a challenge to the surgeons due to scarce availability of free margins, and MMS is the ideal technique for facial cutaneous cancer. However, this technique is available in few centers of the developing countries. In India, there are very few medical centers with frozen section facility and majority of the patients are managed in centers lacking MMS. In our state, the facility of plastic surgery is available only in this hospital, which is catering a population of about 6 million. Patients are referred to this institute for specialized management of cancers.
In this study, 84 patients belonged to snowbound areas with altitude more than 2,100 meters. These patients had
